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T HE integration of patient education into the medical school setting is
one part of a route to the appropriate inclusion of patient education in
the physician's repertoire. Successful integration of patient education into
medical education will not be easy and will involve every aspect of patient
education: purpose, scope, content, focus, process, setting, evaluation, adap-
tation to the patient, and incentive for patient and physician. Each element
in the process of patient education needs serious and substantial attention.
However, as many of the reports of this conference show, we have a con-
siderable base of knowledge and competence albeit not tightly organized or
focused or uniformly applied. Further, a part of the knowledge and ex-
perience in patient education resides outside the medical school. In my view,
physicians will not be the only or even necessarily the best patient educa-
tors, but, as a minimum, physicians need sufficient understanding and ex-
perience to fill certain selective roles as educators and to interact effectively
with others involved in health education of patients.
Integration will succeed over time only when the value of patient educa-
tion perceived by physician and patient enjoys credibility as convincing and
visible as that of other preventive and therapeutic interventions. This may
require a change of values of both patients or the public and physicians, that
is, enhanced valuation of delayed benefit as well as changing the personal
reward system of physicians to place a higher value on vicarious achieve-
ment in relation to personal performance.
Further, the integration of patient education into medical practice and edu-
cation presumes a fundamental change in the scope and purpose of medi-
cine as conceived by many for millennia. The powerful influence of the Hip-
pocratic school in adapting rational dialogue based upon observation to build
a professional information base while simultaneously adapting many of the
priestly, authoritarian, or even mystical tools of the Aescapulians for relat-
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ing to patients has continued and still enjoys great and often unrecognized
strength today. Great medical educators and great physicians through the ages
have recognized the power of communication from the physician to the pa-
tient which informs the patient and changes his behavior. Eugene Stead taught
many of us the truth that both the doctor and the patient are different after
every encounter between them and that the doctor most often controls the
nature of the difference. As students and residents, we were challenged to
control the way in which our patients were changed by their encounters with
us. This is, I submit, a sophisticated approach to patient education and, while
Dr. Stead was unusual in this repect, he was by no means unique and many
other wise clinicians taught the same truth by example.
To balance needs and priorities in the face of intense competition, it is
important to have a clear and comprehensive statement of the purposes of
patient education by physicians. The following table is a start.
SOME PURPOSES OF PATIENT EDUCATION BY PHYSICIANS
A To influence the nature of the doctor-patient relationship








Health maintenance and disease prevention
Improved compliance with medical regimens
Mastery of self-help medical techniques, e.g. insulin injection
Adaptive responses to chronic illness
2) Physicians
Increase sensitivity and responsiveness to patient concerns
D To contribute to health policy decisions as informed citizens
E Enhanced personal participation in community health programs
The first general purpose is to influence the nature of the relationship be-
tween doctor and patient. Both the process of patient education and the con-
tent of the learning influence this relationship. The doctor necessarily re-
lates differently to an educated or informed patient and a patient who has
learned purposefully from a physician relates differently to the physician.
This means of control of the nature of the relationship is highly vulnerable
to exploitation intentionally by a charlatan or unintentionally by a naive phy-
sician. Purposeful instruction in the process of patient education may help
to mature the relationship of physician and patient.
Second, education can enable patients to make more informed, appropri-
ate, and better medical and health related decisions.
Third, patient education can modify behaviors of patient and physician.
Behavioral modification of patients can be for psychological purpose, as to
mitigate psychological stress or to enhance psychological adaptation. Be-
havioral modification can also be for medical purposes, as to enhance health
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promoting or disease preventing behavior, to improve compliance with med-
ical regimens, to master self-help medical regimens such as management of
diabetes, and to enhance adaptive responses to chronic illness. Patient edu-
cation can modify the physician's behavior as well as that of the patient, pos-
sibly enhancing the physician's sensitivity and responsiveness to patient
concerns.
Fourth, patient education by physicians can be one useful and effective
source of help to enable a patient better to contribute health policy decisions
as an informed citizen.
And fifth, patient education can enhance the personal participation of pa-
tients in community health programs.
These are some of the opportunities or challenges which patient educa-
tion can serve.
To serve these and other purposes, effective integration of patient edu-
cation into the medical school and into medical practice will require advances
in at least eight specific areas:
First, there is need to strengthen the philosophical and conceptual base
of patient education in medical education and medical practice. We must de-
velop or express more convincingly the rationales for emphasis on patient
education. This conference has made a substantial contribution toward that
end but we still have a long way to go. The validity of the philosophic and
conceptual base convinces some but it is not compelling to broad groups in
health care and medical practice.
Second, while we have made real progress in recent years, we need to
enlarge further our supply of proved educational interventions that can be
used both by the individual physician and at the community level.
Third, the educational interventions proved effective need to be packaged
for teaching. We need to develop a pedagogy for educational programs which
is attractive and efficient.
Fourth, we need insight, understanding, and commitment both of the prac-
ticing community and of the medical education establishment. The faculties
of our medical school need to exert leadership. I doubt that encouragement
or inducement by deans or chairmen will create the insight, understanding,
and commitment of the faculty necessary to develop and sustain integration
of patient education into medical schools. Rather, I suspect that only when
a critical mass of the faculty becomes convinced of the effectiveness of educa-
tional programs will we reach the point where the institutional commitment
will be broadly and consistently sustained.
Fifth, given an insightful and committed faculty, integration of patient edu-
cation will require competent and committed teachers of this discipline just
as competent teachers are required for the introduction of any new discipline.
Sixth, real and dedicated resources must be assigned to the task. As a prac-
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tical matter, I suspect that for the next decade the limited resources availa-
ble to be assigned to the task will compromise the development of programs
of education for patient education in medical schools in this country. Allo-
cation of new resources tends to be less competitive and more venturesome.
Reallocation of existing resources often requires a competitive benefit analysis
in a situation where the benefit of the status quo is real and present, even
though modest, while the benefit of the alternative is promissory. Among
the resources needed are the classical ones: money, space, teachers, and pa-
tients. In addition, there is need for further development of a body of knowl-
edge and, perhaps, of a technology involving, for example, programmed in-
struction and interactive computers.
There is need to develop techniques of evaluation of the effectiveness of
patient education which carry the credibility and conviction of evaluations
of other preventive and therapeutic interventions in the health care system.
These evaluations will necessarily be costly and are likely to be nonspecific
but they are at the heart of the success of integration of patient education.
Finally, there must be reward for the participants. Somehow, patients and
the public must come to value the process if it is to be sustained. Insofar
as the educational process concentrates on prevention, it becomes more dif-
ficult to convince an individual patient of personal benefit. It is nonetheless
perhaps even more important to be able to do so. Not only must patients
be rewarded but students and physicians as well must find real reward in
educating themselves to educate patients.
With all of the foregoing, there must also be a clear locus of institutional
authority and responsibility.
A modest experience of the past year in Chapel Hill illustrates well many
of these principles. Stimulated and led by Dr. Alan Cross of our De-
partments of Pediatrics and Social and Administrative Medicine, a
group of students decided that the most effective time for education con-
cerning the risk factors associated with atherosclerosis would be at the level
of the seventh grade. As a formal classroom exercise, the students devel-
oped an educational program to inform seventh graders of the risk factors.
Their first attempt was based upon less than complete insight into either the
risk factors or the nature of the learning process in seventh graders. Over
time and drawing on the work of others, the students improved their knowl-
edge of the risk factors and, with extensive and enthusiastic guidance by a
group of seventh grade school teachers in the community, the students modu-
lated their educational package purposefully for the seventh graders. The final
package is accurate, informative, and great fun. It uses such popular and
respected figures as famous athletes. It uses several different media and fora.
It contains dramatizations as well as science. It has now been tested by the
students on several groups of seventh graders and there is evidence of
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"penetrance" based upon post testing. The students hope to follow the sev-
enth graders over time to determine whether the intervention succeeded in
modifying behavior toward those actions which would be expected to reduce
risk factors. This exercise has attracted considerable attention to the issues
associated with patient education in our medical school.
The seed has been sown that learning to teach and teaching to learn both
have legitimacy within the medical school curriculum. The plasticity of the
human brain is a fact. Both our brains and our patients' brains can change
and be changed and under many circumstances our brains seek change. We
know now that learned responses of our brains are powerful conditioners
of many biologic systems which profoundly modulate health, illness, and
disease. To succeed in creating a pool of physicians who are patient educa-
tors, we must create a setting in which the brains enjoy change and are
changed.
I would like to close by sharing with you several paragraphs of an arti-
cle by Dr. DeWitt Stetten which appeared in the New England Journal of
Medicine two years ago. I suspect that many of you know Dr. Stetten who,
after a brilliant scientific career, served as Dean of the Rugers Medical
School and subsequently as chief scientist of the National Institutes of Health.
His is an informed and eloquent plea for physicians-in his case ophthalmol-
ogists, but no less true of most all others-to assume a role in one form of
patient education, that for adapting to chronic illness.
"Approximately 15 years ago I was first told that I had macular degener-
ation. The diagnosis was made by an experienced ophthalmologist in the
small city in which I resided at that time. It was subsequently confirmed by
a senior academic ophthalmologist in New York City. When, in 1970, I
moved to the National Institutes of Health in Bethesda, Maryland, I learned
that my disease was a subject of research in the National Eye Institute, and
I therefore availed myself to the services of the several skilled physicians
in that Institute. Early during my stay in Bethesda, I was seen in consulta-
tion by the senior staff of a major academic ophthalmologic institution in
the neighborhood. In all, no less than seven distinguished and highly quali-
fied ophthalmolgists have considered and reviewed the condition of my
retinas.
"It is not my intention at this time to discuss the diagnoses that have been
made or the treatments that have been provided. Suffice it to say that my
loss of vision has been progressive. I stopped driving a car about eight years
ago, was pronounced legally blind four years ago, and for the past year or
more I have been unable to read. My activities have become severely re-
stricted as my world has shrunk to a sphere with a radius of about an arm's
length. Simple chores such as finding the cap for the toothpaste tube when
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it falls on the floor or carving a piece of chicken at dinner have become for-
midable, and crossing the road unassisted is a frightening experience.
"Through all of these years, and despite many contacts with skilled and ex-
perienced professionals, no ophthalmologist has at any time suggested any
devices that might be of assistance to me. No ophthalmologist has mentioned
any of the many ways in which I could stem the deterioration in the quality
of my life. Fortunately, I have discovered a number of means whereby I have
helped myself, and the purpose of this essay is to call the attention of the
ophthalmological world to some of these devices and, courteously but firmly,
to complain of what appears to be the ophthalmologists' attitude: We are in-
terested in vision but have little interest in blindness.
Dr. Stetten then lists several of the lessons he learned on his own which
not only enriched his life but also allowed him to continue some of his im-
portant and valuable social contributions and he goes on: ". . . the ophthalmol-
ogist is missing an extraordinary opportunity if he or she fails to direct the
patient's attention to one or more of the aids and agencies designed to improve
the quality of life of the visually handicapped person. If ophthalmologists will
take the small amount of time necessary for this purpose, they will surely be
rewarded by the enhanced gratitude and affection of their patients. The many
suggestions that can be made may transform the life of the blind from a liv-
ing hell to a moderate inferno or, perhaps occasionally, a heaven. The
ophthalmologist who succeeds in achieving such a transition will be fulfill-
ing one of the highest goals of the profession."*
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